T he interlinking of spiritual and physical health remains a fascinating enigma in medical care. The National Cancer Institute defines religion as a set of beliefs and practices associated with a religion or denomination. 1 Koenig et al 2 reference a more comprehensive definition and understanding of these terms. Religion is an organized system of beliefs, practices, and symbols structured to facilitate closeness to a higher power including one's relationship with and responsibility to others. This involves 3 major dimensions: (1) organizational religious activity (ORA), (2) nonorganizational activity (NORA), and (3) subjective or intrinsic religiosity (IR). Organizational activity often includes attending church or synagogue, participating in prayer or Bible study groups, and going to other directed church or synagogue functions. Nonorganizational activity consists of more private and personal religious behaviors, such as prayer or meditation, and IR reflects the extent to which religion is the primary motivating factor in a person's life, drives behavior, and influences decision making. Nonorganizational activity and IR are often relied upon during times of illness rather than organized religion.
Spirituality, however, is the quest for understanding life's ultimate questions and the meaning and purpose of living and may not be formally affiliated with a religious tradition of even believe in God. Spirituality means different things to different people. Each individual defines what this means to him or her. 2 As noted by Koenig et al, 2 Gallup polls early this decade reported that 60% of Americans aged 50 to 64 years, 67% aged 65 to 74 years, and 75% of those 75 years and older found religion to be very important. In a recent study by Balboni et al, 1 the vast majority of patients with advanced cancer (88%) identified religion and spirituality to be personally important in adjusting to their illness. In view of these statistics, it is apparent that religion offers a coping mechanism when a person is faced with a life-threatening disease. Religious coping refers to how a patient makes use of his or her religious beliefs to understand and adapt to stress. Positive religious coping is characterized by a reliance on faith to promote healthy adaptation and is widely associated with improved psychological adjustment to stress including serious illness. Conversely, negative religious coping views illness as a divine punishment and can be associated with significant personal distress. 3 Two recent studies 1,3 address this acute interface of religion and medical care. Phelps et al 3 prospectively studied positive religious coping in 345 patients with advanced cancer using the Brief Religious Coping Scale (RCOPE) instrument. The patients were followed until death, a median of 122 days after the baseline assessment. Intensive lifeprolonging care was defined as mechanical ventilation or resuscitation in the last week of life. A high level of positive religious coping at baseline was significantly associated with the use of mechanical ventilation compared to patients with a low level. After adjustment for other coping styles and multiple variables, positive religious coping still remained a significant predictor of patients receiving lifeprolonging care near death. Based on these findings, the authors 3 suggest that clinicians should be attentive and sensitive to the influence of religious coping methods on end-of-life decision making.
In an earlier study, Balboni et al 1 studied the role of religiosity and spirituality support in 230 patients with advanced cancer. Slightly less than half (47%) reported that their spiritual needs were minimally or not at all supported by a religious community and approximately three-fourths (72%) reported that their spiritual needs were supported minimally or not at all by the medical system. Spiritual support by religious communities or the medical system was significantly related to the patient's quality of life, and religiousness was significantly associated with wanting aggressive measures to extend life. As noted previously, use of prayer is included in 2 of the 3 dimensions of religion (ORA and NORA). Prayer is often reported to be the most common form of religious practice and one third of US adults report using prayer for health concerns. 4 However, the relationship between prayer and health outcomes remains uncertain.
In this issue, Vannemreddy et al 5 report the intriguing findings of the effect of praying on behalf of others (intercessory prayer) on the outcome of severe head injury patients. The authors retrospectively reviewed the medical record of patients admitted in an unconscious or altered sensorial state with traumatic brain injury under the care of the Neurosurgery Department at Louisiana State University (LSU). Information regarding prayer history, including intercessory prayers, during the inpatient hospitalization was collected along with multiple other variables. A total of 26 patients were available for analysis. There were 23 males and 3 females with an average age of 33.2 years. Patients received prayer per request or willingness with half receiving prayer and half not. After analysis, the proportion of recovery seen in the prayer group was statistically significant. However, as noted by the authors, their study was small and the role of intercessory prayer needs further investigation in a larger group of patients.
In conclusion, the role of religiosity and spirituality and human health is clearly present and research probing this influence continues to evolve especially as it impacts end-of-life decision making.
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